Background {#Sec1}
==========

Chemicals are used worldwide, making everyday life more comfortable. Their integration into modern day society extends to a level that consumers are often unaware of their presence. They are incorporated in common items, e.g. food packaging materials containing bisphenol a (BPA) and phthalates, which may transfer from the packaging material to the food item itself \[[@CR1]\]. Furthermore food products and water may contain pesticides, including those banned from production but persistent in the environment \[[@CR2]\]. This ubiquitous presence of chemicals inevitably results in human exposure.

Human biomonitoring studies in the United States detected several chemicals such as perfluorinated alkyl acids (PFAAs) and polychlorinated biphenyls (PCBs) in 90--100 % of the population \[[@CR3]\], including pregnant women \[[@CR4]\]. They have also been quantified in amniotic fluid \[[@CR5], [@CR6]\] and cord blood \[[@CR7], [@CR8]\], which indicates that they may pass the placenta and reach the foetus. As the presence of contaminants has also been established in breast milk \[[@CR9]\], it is clear that exposure not only starts prenatally, it also continues in early life.

Research has shown that certain compounds may interfere with the function of hormones (endocrine disrupting chemicals, EDCs), including thyroid hormones, estrogen, and testosterone (reviewed by Bergman et al. \[[@CR10]\]), which are involved in various processes in adults, but also in brain development early in life \[[@CR11], [@CR12]\]. They may also interact with peroxisome proliferator activated receptor α and γ, involved in amongst others adipogenesis \[[@CR10]\]. Furthermore, exposure early in life may cause epigenetic modifications, resulting in increased expression or silencing of genes - effects which may be trans-generational \[[@CR13]\]. Another point to consider is that exposure early in life may have different effects than exposure in adulthood, as developmental plasticity is much higher in the first period of life \[[@CR14]\].

An increasing number of children nowadays face the diagnosis of diabetes type 2 \[[@CR15]\], obesity \[[@CR16], [@CR17]\], attention deficit hyperactivity disorder \[[@CR18]\], autism spectrum disorder \[[@CR19]\], and other behavioral disorders. Even though increased risks for each of these health problems have been observed with increased exposure to chemicals \[[@CR20]--[@CR22]\], results are not unambiguous and variations in methodology complicate comparison between different studies. Furthermore, the focus in most observational research has been on non-dioxin-like PCBs and dichlorodiphenyldichloroethylene (DDE), while other compounds such as perfluorinated alkyl acids, and phthalates have been identified as potential health threats as well, but have not yet been investigated as thoroughly.

For most non-communicable diseases important risk factors has been well established, e.g. the role of diet and physical activity in the etiology of obesity and diabetes type 2. However, the increasing prevalence of these diseases in children and their impact on society and health care costs, has created a need to further explore the role of environmental factors. This has led to calls from the European Union to motivate research on this particular topic. As a result, the LInking EDCs in maternal Nutrition to Child health (LINC) study has been set up to investigate health effects of perinatal exposure to a variety of EDCs, and to study determinants of exposure, including parental lifestyle, maternal dietary intake, the residential and occupational environment, and child behaviors. The purpose of this paper is to give an overview of this cohort, for which recruitment has started in 2011, and is currently still ongoing. Study protocols as they currently are used will be reported, including future plans for follow-up. We will furthermore describe the strengths and limitations of this cohort, as well as its' potential in light of current scientific challenges.

Methods {#Sec2}
=======

The LINC study is a population-based, prospective birth cohort study. It has been initiated to study the effects of perinatal exposure to EDCs on various health outcomes later in life. The general aims of the study are (Fig. [1](#Fig1){ref-type="fig"}):Fig. 1Overview of study aimsTo relate early life exposure markers of EDCs with effect biomarkers, child health outcome data and other parameters via multiple regression and multivariate analysis, while taking into account relevant confounders and covariates.To determine factors which are relevant for exposure to EDCs, including, parental lifestyle factors, maternal diet, factors in the residential and/or occupational area, and child behavior types.

Subjects {#Sec3}
--------

All children without major congenital anomalies who are born to women living in the area of Zwolle, Purmerend, or Den Helder (Fig. [2](#Fig2){ref-type="fig"} \[[@CR23]\]) are allowed to participate in the cohort. The area of Zwolle in particular was chosen because of the relatively low level of urbanization; about 59 % of the Zwolle city area is used for agriculture. Purmerend and Den Helder differ substantially from Zwolle, both from an environmental and demographic perspective. Purmerend for example is a primarily urban region, and has a higher percentage of population of non-western origins compared to Zwolle (15.1 % vs. 10.0 %). Den Helder on the other hand is characterized by fishery, and a large naval base. Moreover, there is a relatively high number of teen pregnancies (between 0.81--1.53 against 0.6 in the general Dutch population). However, these regional differences offer the opportunity to compare results for different populations.Fig. 2Population density in the Netherlands 2012

In the Netherlands, primary care during pregnancy is given by midwives, with obstetricians only involved in complicated pregnancies. Furthermore it is not uncommon for deliveries to occur in the home environment: between 2011 and 2013 approximately 20 % of births were at home \[[@CR24]\]. Pregnant women have therefore been recruited through midwifery clinics from 2011 and onwards. Recruitment started in 2011 in Zwolle, after which Purmerend and Den Helder were added as locations. Recruitment in these latter locations is still ongoing, but was finished in Zwolle in 2013. To date over 300 mother-child pairs have been included. Women less than 12 weeks pregnant at their first visit to the clinic are preferred for inclusion, however women may also be included at later stages in pregnancy. They are considered eligible for participation if they are able to fill out questionnaires in Dutch. Decisionally incapacitated subjects are not asked to participate, and twin pregnancies are excluded.

Thus far eight midwifery clinics have been involved in recruitment. Of these, six are located in the area of Zwolle. Midwifery clinics are chosen based on the number of hospitals they cooperate with in the area. If transfer options are limited to one hospital, the clinic is eligible for participation, as this facilitates tracking of child births which do not occur in the home situation. In Zwolle, where recruitment is already finished, about one in fifteen women agreed to participation.

Follow-up of subjects {#Sec4}
---------------------

Data from regular care provided by midwives and/or obstetricians is collected for information on women's health during pregnancy. Further information on the period before and during pregnancy is collected by means of questionnaires, which are sent out to women at inclusion, and at the end of each trimester (4 weeks after birth for the last trimester). Follow-up of the child is done by youth healthcare organizations (at 1, 2, 3, 4, 6, 9, 12, and 18 months of age, according to standardized protocols \[[@CR25]\]), which monitor growth and development of children as part of the Dutch health care program. Questionnaires are sent to the mothers when the children are 3, 6, 9, 12, and 18 months of age. Biological samples are collected at birth and in the first 2 months after birth. Furthermore a house visit is scheduled at 12 months of age to make an inventory of the home environment. An overview of the follow-up is given in Fig. [3](#Fig3){ref-type="fig"}.Fig. 3Sample collection and follow-up of main health outcomes within the LINC study

Measurements {#Sec5}
------------

A complete overview of measurements during pregnancy and the first 18 months after birth is given in Table [1](#Tab1){ref-type="table"}.Table 1Measurements in LINC during pregnancy and the first 18 months after birthTimeExposureAnthropometryBehavioral and cognitive developmentDeterminants of exposureOther (questionnaires)1^st^ trimester of pregnancyWeight (mother, and father)Maternal diet before pregnancy (FFQ)DemographicsLength (mother and father)Occupational and residential exposurePrevious pregnancies, fertilityAllergies (mother and father)LifestyleMental state, stress (mother)2^nd^ trimester of pregnancyMaternal diet during pregnancy (food diary)LifestyleMental state, stress3^rd^ trimester of pregnancyWeight (mother, 36 weeks of gestation)General health, medication, family historyLifestyleMental state, stress (mother)Social support (mother)BirthCord bloodBirth weightPlacentaHead and waist circumferenceVernixHeel prick bloodMeconiumUrine (1^st^ week)Month 1Weight and lengthvan Wiechen SchemeHead circumferenceMonth 2Breast milkWeight and lengthvan Wiechen SchemeHead circumferenceMonth 3Weight and lengthvan Wiechen SchemeInfant dietHead circumferenceSecond hand smoke exposureMental state, stress (mother)Crying/sleeping patternMonth 4Weight and lengthvan Wiechen SchemeHead circumferenceMonth 6Weight and lengthvan Wiechen SchemeOccupational and residential exposureInfant dietHead circumferenceSecond hand smoke exposureMental state, stress (mother)Social support (mother)Crying/sleeping patternMonth 9Weight and lengthvan Wiechen SchemeInfant dietHead circumferenceSecond hand smoke exposureMental state, stress (mother)Crying/sleeping patternMonth 12SalivaWeight and lengthvan Wiechen SchemeHand, back, and mouth wipeInfant dietHead circumferenceChild behavior (infant behavior questionnaire)Dust sampleChild allergiesOccupational and residential exposureSecond hand smoke exposureHand-to-mouth behavior childMental state, stress (mother)Crying/sleeping patternMonth 18van Wiechen SchemeSecond hand smoke exposureChild behavior (child behavior checklist)Mental state, stress (mother)Crying/sleeping patternAll measurements are collected from the child, unless mentioned otherwise

### Assessment of exposure {#Sec6}

The aim is to assess perinatal exposure. For this purpose cord blood is collected from each participant at birth. Blood samples taken from the mother are not collected for the study, as women are allowed to enter the study during any stage of pregnancy. The latest moment of inclusion is just before birth, therefore this moment is most suitable to start collection of samples. Next to that, cord blood is considered a proxy for prenatal exposure and collection is non-invasive for both mother and child. To determine postnatal exposure, mothers are instructed to collect breast milk during 1 week, starting 4 weeks after birth. Use of a breast pump is allowed, and when used, the brand of the pump is provided by the participant. Timing of breast milk collection was decided upon after feedback in a pilot study, in which mothers indicated that collection any earlier after birth was uncomfortable. Furthermore, a small piece from the fetal side of the placenta is collected for epigenetic studies, as well as a sample of vernix and meconium. Parents collect a urine sample of the child during the first week after birth, however we will aim to collect multiple urine samples of the child during early childhood. Finally, at 12 months, a saliva sample of the child is collected.

Exposure to PCB-153, DDE, hexachlorobenzene (HCB), dioxins (CALUX), brominated diphenyl ether (BDE)-47, BDE-99, hexabromocyclododecane (HBCD), perfluorooctanesulfonic acid (PFOS), perfluorooctanoic acid (PFOA), and the secondary DEHP metabolites mono(2-ethyl-5-carboxypentyl) phthalate (MECPP), mono(2-ethyl-5-hydroxyhexyl) phthalate (MEHHP), and mono(2-ethyl-5-oxohexyl) phthalate (MEOHP) will be assessed in cord blood and breast milk. These chemicals will be studied in particular for their suspected obesogenic health effects \[[@CR26]\]. Other chemicals will include organophosphates, carbamates, neonicotinoids, pyrethroids, and methylmercury. Some of these compounds, such as the carbamates and neonicotinoids, have not been studied frequently for their health effects in humans. As they are suspected neurotoxicants, they will be predominantly studied in context of child behavioral development. Additionally levels of resorcinol bis(diphenylphosphate) (RBDPP) and bisphenol A bis(diphenylphosphate) (BPA-BDPP) will be determined in the saliva samples as well as the indoor dust samples. These two flame retardants are used as alternatives for deca-BDE in TV or flat screen housings, as well as other electronic equipment. For standardization purposes, the same laboratory is used per compound. Samples which are thus far not used will be stored for additional analyses, and more compounds may be determined as the study progresses. Lab QA/QC procedures have been published previously \[[@CR27]\].

### Health outcomes {#Sec7}

There are various parameters early in life which are indicators for development later in life. Birth weight for example is inversely associated with hypertension and type 2 diabetes in adulthood \[[@CR28], [@CR29]\], and both high and low birth weight have been associated with obesity \[[@CR30], [@CR31]\]. Rapid growth in infancy has been identified as an independent risk factor for childhood obesity \[[@CR32], [@CR33]\]. A recent study by Gittner et al. showed that children who were obese at the age of 5 years already had distinct body mass index (BMI) patterns before 12 months of age, with children who had a normal BMI at age five always having a lower BMI from age 6 months and onwards compared to children who were obese at age 5 years \[[@CR34]\]. They furthermore showed that BMI patterns over time differed between male and female children. Childhood obesity has also been related to exposure to endocrine disrupting chemicals early in life. Several studies have observed positive associations with BMI for chemicals such as organochlorine pesticides (e.g. DDE, HCB) \[[@CR7], [@CR35], [@CR36]\] and PFAAs \[[@CR37]\], although results are not unambiguous \[[@CR38], [@CR39]\].

Also brain development is regulated and influenced by hormones, and especially thyroid hormones are known to be essential for normal embryonal and foetal neurogenesis \[[@CR40]\]. EDCs are known to affect thyroid hormonal function in particular. Therefore disruption of hormonal function during specific time periods important for brain development may have many consequences and may amongst others have adverse effects on neurodevelopment. Positive associations for prenatal EDC exposure and autism spectrum disorders have been reported \[[@CR41]--[@CR44]\], however studies in this area are relatively scarce. For attention deficit hyperactivity disorder, study results seem to be more convincing of an association with early life exposure to endocrine disruptors \[[@CR20]\].

Given the physiological processes which may be affected by EDC exposure, it was decided to focus on physical growth as well as neurodevelopment. These outcomes are partially monitored by youth health care centres, which determine child weight, height, waist, and head circumference, and which monitor cognitive development by means of the van Wiechen scheme \[[@CR45]\]. Furthermore at 12 months, the Infant Behavior Questionnaire is administered \[[@CR46]\], followed by the Child Behavior CheckList (CBCL) at 18 months \[[@CR47]\]. An overview of data collected from the child regarding physical growth and behavioral development, and by whom, is given in Table [2](#Tab2){ref-type="table"}.Table 2Anthropometric and behavioral development data collection by research staff (RS), midwives, and youth health care (YHC)ParameterRecorded byAge childRSMidwivesYHCWeightXXBirth, 1, 2, 3, 4, 6, 9, 12, 18 monthsLengthXXBirth, 1, 2, 3, 4, 6, 9, 12, 18 monthsHead circumferenceXXBirth, 6, 12 monthsWaist circumferenceXXBirth, 6, 12 monthsCognitive developmentXBirth, 1, 2, 3, 4, 6, 9, 12, 18 monthsBehavioral development (infant behavior questionnaire, child behavior checklist)X12, 18 months

All measurements are performed by trained and experienced staff. Furthermore midwives received a measuring tape as well as strict instructions on how to perform these measurements, including to what precision measurements should be done (e.g. for birth weight: to the nearest 10 g). Weighing scales are provided by the midwife and are calibrated daily. Youth health care organizations received similar instructions as the midwives regarding measurement of weight, length, waist, and head circumference. Furthermore validated questionnaires are used to ensure quality of the data.

### Determinants of exposure {#Sec8}

Exposure to chemicals occurs in part through diet \[[@CR48]\]. However, diet is a factor which is relatively easy to control or change and may therefore be a potential pathway through which daily exposure can be decreased. This was for example shown by Rudel et al. \[[@CR1]\] who observed a significant reduction after a 'fresh food' intervention, which implied that participants followed a 3 day diet containing no canned foods or foods packaged in plastic \[[@CR1]\]. We therefore aim to assess the relevance of diet, and certain food groups in particular, in the contribution to the body burden of exposure for our population. Information on maternal dietary habits before pregnancy is collected by means of a food frequency questionnaire \[[@CR49]\], which was validated for dioxin intake through diet \[[@CR50]\]. This questionnaire is administered at the end of the first trimester. As pregnancy may be a period in which dietary patterns may change because women may want to adopt a more healthy lifestyle, women also fill out a 2-day food diary at the start of the second trimester.

Exposure to flame retardant chemicals specifically occurs mainly through inhalation and ingestion of contaminated house dust. Young children are more exposed to house dust than adults because of their different body composition and their specific behavior. Children have a lower body weight compared to their relative surface area and therefore have a higher intake of flame retardant chemicals. Moreover, children explore their environment with their hands and mouths, performing mouthing behavior, in which objects are touched with the mouth or objects are put into the mouth, increasing exposure to contaminated dust \[[@CR51], [@CR52]\]. Finally, children often play close to the floor, enhancing direct contact with house dust.

To assess whether dust is a relevant carrier for flame retardants and if it contributes significantly to exposure during early childhood, home visits are performed when the child is 12 months of age. During these visits a saliva sample is collected from each child, as well as a hand, back, and mouth wipe to assess how much dust accumulates on the surface of the body and can potentially be digested or absorbed through the skin. Furthermore an indoor dust sample from the home is collected. In these samples flame retardants will be measured. Next to that, a questionnaire is administered at the start of the study, and at 6 and 12 months after birth, to inquire about amongst others housing characteristics, furniture and characteristics of electronic devices. Information on cleaning patterns and use of certain products such as personal care products, but also use of pesticides in the house and in the garden, is collected through this questionnaire as well.

### Effect biomarkers {#Sec9}

Associations with health outcomes will be determined for each compound individually. However, the compound by compound approach is not an accurate representation of the mixture of chemicals we are exposed to, and fails to take into account that chemicals may interact and may potentially enhance or diminish the effects they would have individually. It may therefore be useful to study biomarkers of effect. These biomarkers should be able to reflect complex exposures as well as the accumulation of exposures over time \[[@CR53]\]. They are furthermore able to relate cause and (health) effect. As we suspect these chemicals to be endocrine disruptors, hormone levels will be included as effect biomarkers.

Cord blood will also be used to determine various hormone levels, including leptin, adiponectin, ghrelin, insulin, cortisone, glucagon, insulin-like growth factor 1, and sex hormone-binding globulin. The Dutch National Institute for Public Health and the Environment is approached in order to obtain data on thyroid hormones (total thyroxine) as measured in the neonatal screening programme.

Sample size {#Sec10}
-----------

Sample size was calculated for BMI at 12 months of age. Karmaus et al. \[[@CR54]\] observed an increase in BMI of 1.65 kg/m^2^ in offspring of mothers having maternal serum levels of DDE of 1.5 -- 2.9 μg/L compared to offspring of mothers having levels of \< 1.5 μg/L DDE. Smink et al. \[[@CR36]\] measured the HCB in cord blood and related this to BMI at the age of 6 years. Children with levels higher than 1.03 ng/mL HCB had a BMI which was 0.95 kg/m^2^ higher than that of children with levels lower than 0.46 ng/mL HCB. Karmaus et al. did not measure DDE in cord blood and they only measured BMI in the offspring at adult age. Smink et al. on the other hand did measure BMI in children and determined exposure to HCB in cord blood. Therefore we considered a difference in BMI of 1.0 kg/m^2^ relevant.

Previous measurements of BMI in 12 month old Dutch children \[[@CR55]\], showed that the variation in BMI among those children is 1.36 kg/m^2^ (1 SD). Furthermore, based on data on DDE levels that already have been obtained in a Belgian cohort \[[@CR56]\], we expect that about 30 % of our sample will have DDE levels of \< 1.5 μg/L in cord blood.

In order to determine the required sample size for the present study, we entered two rows of data in Microsoft Excel (one with 30 zero's and one with 70 ones to resemble the estimated distribution of DDE levels dichotomised at 1.5 μg/L). Thereafter we simulated BMI scores to these rows. For the 30 observations, we sampled from a population with a mean BMI of 17.1 (average BMI of boys and girls aged 12 months \[[@CR55]\]) and SD of 1.36 and for the 70 observations we sampled from a population with a mean BMI of 18.1 and SD of 1.36. The mean BMI of this latter population is the mean BMI in Dutch boys and girls at the age of 12 months, increased with 1 BMI point. For both groups we selected a sample that resembled the population parameters and we entered those data into SPSS 17. In the following step we conducted a regression analysis with the group variable as independent and BMI scores as outcome. This linear regression analysis resulted in an r^2^ of 0.11. Finally, this r^2^ was used to conduct a sample size calculation for multiple linear regression analysis in STATA 10.0. Assuming a change in r^2^ by adding DDE levels to the model of 0.11, an alpha of 0.05, a power of 0.80 and 10 variables in the final model, the sample size needed is 42. A more conservative estimate of change in r^2^ of 0.05 resulted in a sample size of 88.

The drop-out rate in the study of Karmaus et al. was 55 % \[[@CR54]\]. Koletzko et al. \[[@CR57]\] followed infants from birth until they were 2 years of age. The drop-out rate was approximately 40 % during the course of that study. To ensure the highest possibility of good statistical power, the sample size in the present study for this outcome is set to *N* = 200. However, experience has indicated that from all participants, only 40 % provides a complete set of body samples. Moreover, from many participants, the volume of the cord blood is too low to be used for measurement of the selected chemicals. For this reason, we would like to extend the sample size to 500 in order to have samples available for 200 participants. Data from participants for whom no samples have been collected, will be used for other purposes than environmental chemical and health outcome associations. Currently over 300 mother-child pairs have been included, which is comparable to several other studies conducted on early life environmental chemical exposure and neurodevelopment in children \[[@CR58]--[@CR61]\].

Statistical analyses {#Sec11}
--------------------

For all analyses effect modification of the outcome by gender will be checked, as the included chemicals disrupt the endocrine system, and in particular steroid hormones. Linearity of exposure markers and outcome will furthermore be checked due to suspected nonmonotonic dose-response associations \[[@CR62]\]. Next to that, various methods will be considered for dealing with exposure values below the limit of quantification (LOQ), including replacement by LOQ/√2 \[[@CR63]\], and multiple imputation \[[@CR64]\].

In order to quantify the relation between exposure and BMI at the age of 12 and 18 months, we will use linear multilevel (mixed) models. These models take into account the dependency of repeated measures within the individuals. For each compound a separate model will be composed for weight, height, BMI, and head circumference. Exposure quartiles, time, and gender will be added to the models as fixed effects and a random effect will be added for subject. Various covariates, described in 2.5.1, will be tested and included in the model if significant (change in β-coefficient \> 10 %).

To study the relationship between exposure and behavior at the age of 18 months, linear regression analyses will be conducted. Both syndrome and DSM-oriented scales from the CBCL will be used for analysis. Syndrome scales are: Emotionally Reactive, Anxious/Depressed, Somatic Complaints, Withdrawn, Attention Problems, Aggressive Behavior, and Sleep Problems. DSM-oriented scales are: Affective Problems, Anxiety Problems, Pervasive Developmental Problems, Attention Deficit/Hyperactivity Problems, and Oppositional Defiant Problems. The overall scales 'Externalizing' and 'Internalizing', and the total score were also used.

### Covariates {#Sec12}

Potential covariates were selected based on literature. Weight and length of both parents are measured by the midwife at inclusion, approximately 10--12 weeks in pregnancy. Measurement of maternal weight is repeated at 36 weeks of pregnancy to determine gestational weight gain. Gestational age is determined by means of ultrasound. Birth weight is measured by a midwife or a nurse and is obtained from registries of the midwives.

Questionnaires are administered at inclusion and the start of the second trimester to collect information on education (having a bachelor or master degree, yes or no), birth date of the mother, parity, and maternal smoking (yes or no) and alcohol intake during the first trimester (drinks per week). At inclusion, fish intake (grams per day) is determined by food frequency questionnaire which includes both frequencies and portion sizes \[[@CR49]\]. One month after birth another questionnaire is administered to inquire on the use of medication during pregnancy, including folic acid intake (yes or no).

Discussion {#Sec13}
==========

Ethics and safety considerations {#Sec14}
--------------------------------

Conduction of this study will be according to the principles of the Declaration of Helsinki (version October 22nd, 2008) and in accordance with the Medical Research Involving Human Subjects Act (WMO). This study was approved by the medical ethics committee of the VU University Medical Centre.

The target group of this research is infants aged 0 -- 18 months. Consent for the infant is given by the mother, who is specifically required to give consent for both herself as well as her child. Furthermore it will be stressed that participants may leave the project at any time if they desire to do so and that neither withdrawal nor the decision not to participate will affect the care provided to them by midwives or youth health care.

The LINC study is a non-invasive study. The majority of the data will be collected through regular health care (midwives, obstetricians and youth health care). Furthermore, questionnaires will be administered, cord blood, placentas, breast milk, urine, saliva, vernix and meconium will be collected. In addition, hand-wipes, mouth-wipes, and back-wipes will be collected from each child, and waist circumference and head circumference will also be measured in children. All these measurements are non-invasive.

Dissemination {#Sec15}
-------------

Results will be published in international peer reviewed journals and multiple doctoral theses, regardless of the findings of this study. Furthermore they will be presented at national and international scientific conferences.

Translation of results to society is considered high priority as this will create knowledge and awareness amongst various stakeholders. We aim to share study results with professional groups related to the target population involved in the cohort, i.e. pregnant women and children. These professional groups include midwives, obstetricians, and pediatricians, but other stakeholders may be involved as the study progresses. We will furthermore disseminate results to the general public as well as policy makers.

Strengths and limitations {#Sec16}
-------------------------

The LINC study is a prospective birth cohort, which is one of the main strengths. Data of the children within the study is already collected very early during pregnancy and though current follow-up is planned until the children are 18 months of age, long-term follow-up is required to proper study associations with growth and behavioural development in children. Approval for extension of follow-up until the children are 48 months of age has already been given, but it is likely that follow-up will be extended to later ages. Furthermore a large variety of data is collected, focussing on multiple aspects of child health including growth, behavior, and nutrition, as well as factors in the direct environment of the child such as parental wellbeing, health, lifestyle, and residential environment.

Biological samples are collected at various time points to complete the information on health and development from each child. A broad range of exposures is assessed within these samples, taking into account already frequently studied compounds such as PCB-153, DDE, and dioxins, but also relatively new groups of chemicals such as perfluorinated alkyl acids, phthalates, carbamates, and pyrethroids. This facilitates comparison with previous studies but also adds to the body of knowledge on less frequently studied compounds. Studies which have assessed such a broad range of environmental chemicals in a variety of samples from a prospective mother-child cohort have thus far been few. We will furthermore aim to look further than the compound-by-compound approach and to look at chemical mixtures, amongst others by studying biomarkers of effect.

The population of the LINC study is very homogeneous, which is an advantage as associations are less likely to be confounded by demographic or socio-economic factors. Extrapolation of results to the general population or other specific groups should be done with caution. Another point is that a relatively small number of respondents is included in the cohort. About one in fifteen pregnant women agreed to participation. A large proportion of the women declined to participate due to the study duration and the anticipated burden of the tasks associated with the study during pregnancy and after birth - periods which were already perceived as quite intense by most potential participants. However, as this is a prospective birth cohort, no selections in study population are made. All women are eligible for participation, unless they are unable to fill out the Dutch questionnaires. These cases have thus far been extremely rare.

Efforts are made to keep drop-out rates as low as possible, amongst others by regularly sharing results of the study and translating these to daily life applications. However, due the duration of the study for each participant, loss to follow-up is inevitable. Thus far 67 participants dropped-out, which is approximately 22 %. This is lower than expected from other studies, and this percentage of drop-out was taken into account in the power calculations. For publications participants included in the study will be compared to participants who were excluded or dropped-out. Next to that, the LINC study has been designed in cooperation with other prospective mother-child cohorts within Europe, which also focus on early life environmental chemical exposure. The main reason for doing as such, is to facilitate cooperation for data-analysis. Through these common efforts, sufficient statistical power can be achieved to study the health effects of environmental chemicals.

In conclusion, the LINC study, as a prospective cohort, will provide insight into the effects of early life exposure to EDCs on child health and development, including childhood obesity and neurodevelopmental disorders. Knowledge on the etiology of these childhood disorders is valuable as this may enable more effective prevention and intervention. Our aim is to extend follow-up of our participants throughout childhood and hopefully adolescence and adulthood to further study long-term health effects of environmental exposures.
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